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PURPOSE OF PROJECT
It has been 25 years since the federal policy
of Indian self-determination was first conceptual
ized in the form that was ultimately enacted into
p.L. 93-638, the Indian Self-Determination and
Education Act, in 1975. Since that time, there have
been amendments to the law improving contracting
and self-governance demonstration projects have
begun. Through both self-determination contract
ing and self-governance compacting, tribes have
options to transfer tribal shares of Area Offices and
Headquarters Offices of the Indian Health Service
(IHS) to local tribally-operated health
programs. During this time
there have been many
other changes in the
Indian health care sys
tem, including reduc
tions in the growth
of the federal
budget, re-design
of the system under
the guidance of the Indian
Health Design Team (IHDT), re-organization of the
federal government, changes in health care financing,
and the addition of newly recognized tribes.
It is difficult to distinguish the impacts of
these changes from one another. At least partially for
this reason, there has never been a broad national
assessment of the impacts of tribal control of health
care delivery systems. This project provides such an
assessment. While it is admittedly a first step, the
assessment this project provides is the result of infor
mation gathered on the effects of tribal control from
those in the most appropriate position to evaluate the
impacts: the tribes themselves.

level, they are hurting other tribes; that the quality of
care declines and prevention programs are eliminated
when tribes assume control of health care delivery sys
tems; and that health care professionals do not want
to work for tribes. Are these myths or reality? Are
there "winners" and "losers" among tribes with differ
ent types of health care delivery systems?
The purpose of this study is to explore
these issues from a tribal perspective and to gather the
evidence to confirm or deny these fears and myths.
This report includes a financial analysis, as well as an
assessment of the changes in
services and facilities, man
agement changes and chal
lenges, and the impacts on
quality of care.
This
study also considers the
opportunities and barriers
to contracting and com
pacting, the issue of tribal
sovereignty, future trends
and recommendations from
tribal leaders.
The project report is orga
nized into four volumes. Volume 1 is the executive
summary. Volume 2 is the narrative report.
Volume 3 contains the supporting data. Volume 4
is a compilation of volumes 1, 2 and 3.

In the absence of quantitative informa
tion, the concerns of those trying, for
whatever reason, to protect the sta
tus quo have led to assertions
that when tribes transfer
their shares to the local

Tribal Perspectives on Indian Self-Detennmation and Self-Governance in Health Gtre Management
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RESEARCH APPROACH

For purposes of analysis of most questions, the
tribes were grouped into three types as defined here:

Four different types of research were con
ducted: 1) review of previous studies; 2) financial
analysis using the Department of Health and
Human Services (DHHS) Financial Data System;
3) survey of tribes; and 4) analysis of training
needs. An Advisory Committee was formed to
help guide the development of the tribal survey
and to review draft reports.

Compacting tribes: Every tribe that has a nego
tiated Title III self-governance compact with the
IHS, regardless of the types of services included in
that compact.

The survey of tribes was the most critical
element of the study, since it provided the tribal
perspectives necessary to accomplish the goal of
the study: evaluating the impacts of tribal choices
in health care. Two surveys were conducted, one of
tribal leaders and one of tribal health directors.
The questionnaire used to survey tribal leaders was
intended to be brief and policy-oriented. The
health directors questionnaire was longer, and it
-requested more detailed quantitative information.

Contracting tribes: Tribes that do not have a Title III
compact with the IHS and that operate at least one
outpatient medical clinic through a Title I contract
under p.L. 93-638.
IHS direct service tribes: Tribes that do not have a
Title III compact with the IHS and do not operate
any outpatient medical clinics. These tribes may
operate other health services under Title I contracts,
such as outreach workers, alcohol and mental health
services, and community health nursing. These tribes
may receive outpatient medical services from an IHS
operated clinic or they may have services purchased
from the private sector.

Tribal Leader Survey & Health Director Survey by Area and Type of Tribe
Tribal Leader Survey
Number
Areas

of

Aberdeen

Alaska
Albuquerque
BelTidji
BiDings
California
Nash~11e

Navajo
Oklahoma
Phoenix
Portland
Tucson
Total

Tribes
19
237
25
35
9
100
28
2
41
37
42
2
577

Health Director Survey

NuniJer Percentage NuniJer
of
of
of
Responses Response Responses
9
47%
10
81
34%
6
4
16%
2
6
17%
12
4
44%
6
22
22%
4
9
32%
9
2
100%
1
15
37%
5
8
22%
6
10
24%
9
1
50%
1
171
30%
71

Percentage
of
Responses
53%
3%
8%
34%
67%
4%
32%
50%
12%
16%
21%
50%
124'/0

Number of Surveys Received
Tribal
Health
Both
Percent
Leaders Directors Types
of
Only
Only
Survey Total Tribes
1
2
8
11
58%
1
80
5
86
36%
0
4
2
6
24%
3
15
9
43%
3
1
3
3
7
78%
3
1
25
21
25%
4
5
13
46%
4
1
1
0
2
100%
13
3
2
18
44%
4
2
4
10
27%
16
7
6
3
38%
1
1
0
0
50%
139
39
32
210
36%
Based on 554 Tribes:
38%

Types of Tribe
IHS Direct SeNce
Contracting
Compacting

146
176
255

40
36
95

27%
20%
37%

21
31
19

14%
18%
7%

26
25
88

7
20
12

14
11
7

47
56
107

32%
32%
42%

Total

577

171

30%

71

124'k

139

39

32

210

36%
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Within these categories, there is a broad
range of management of different types of pro
grams. For 75 percent of the sample, these cate
gories correspond to the tribal leaders' descriptions
of how most services are delivered to their tribal
members. The tribal leader descriptions are used
instead of the study categories defined above to
analyze tribal leader responses to questions that
evaluate the system. The analysis of quality of care
information from the surveys uses the tribal lead
ers' answers about the primary method of health
care rather than the above study classifications.
A total of 210 tribes and tribal organiza
tions participated in this study. This represents 36
percent of the 587 tribes and tribal organizations
that received questionnaires. It is about 38 percent
of the 554 federally-recognized tribes.
Every IHS administrative Area was repre
sented in the study. The rate of participation by
tribes within the Areas ranged from 24 percent to
100 percent.

ed, with response rates ranging from 15 percent to
100 percent. Health director questionnaires were
received from 21 IHS direct service tribes, 31 con
tracting tribes and 19 compacting tribes.
Overall, the survey sample appears to be
representative of the whole. Where responses from
an Area are low, they have been combined with
those from other Areas to form larger groups for
some types of analysis. It should be noted that this
survey presents a tribal perspective giving equal
weight to every federally-recognized tribe regard
less of the number of members enrolled or the
amount of the IHS budget allocated to the tribe or
the number of facilities serving the tribe.
While this study presents numbers and per
centages to describe groups of tribes and trends, no
statistical analysis has been done to determine
cause and effect.

FINANCIAL ANALYSIS

For the tribal leader survey, 171 question
There have been slight increases in
naires were received. This is 29 percent of the
Congressional
appropriations for the Indian
total 587 mailed and 31 percent of the 554 feder
Health Service since 1993 when the Tribal Self
ally-recognized tribes. Tribal leaders from every
Governance
Demonstration Project
began.
Area participated with a response rate ranging
from 16 percent to 100 r - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . . . ,
percent by Area. Tribal
leaders from every type
of tribe participated,
Year
Appropri'*
Population Per Capita
Medical Adjusted
with 40 from IHS direct
ations
Appro.
CPI
Per Capita
service tribes, 36 from
contracting tribes and 95
$1,874,351
1,299,415
$1,442
199
$1,442
FY93
from compacting tribes. .
$1,943,068
1,340,666
$1,449
The health direc
tor survey was sent to 256
people in 239 organiza
tions. A total of 71 ques
tionnaires were received
representing 30 percent
of the organizations.
Every Area was represent-

FY94
FY95
FY96
FY97
FY98

208

$1,382

$1,963,062

1,376,692

$1,426

218

$1,297

$1,986,800

1,405,437

$1,414

227

$1,239

$2.054,000

1,435,947

$1,430

233

$1,217

$2.098,612

1,466,354

$1,431

240

$1,183

*lncludes all directly appropriated dollars including construction funds,
excludes third party collections from Medicare and Medicaid and Private
Insurance

and Self-Governance in Health Care Management
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However, when these amounts are adjusted for popu
lation growth and inflation, there has been a decline
in the actual purchasing power from $1,442 to
$1,183 per person, a decline of 18 percent from FY
1993 to FY 1998.
To cope with the less than adequate levels of
Congressional appropriations, both the IHS and
tribes that operate health programs have relied
increasingly on alternate resources. Only a portion of
the tribally-operated revenues from third parties are
reported in the DHHS financial data system used in
this analysis. However, the figures show that tribes
were collecting almost 4 times as much in Medicaid
and Medicare revenues in FY97 as they collected in
FY93 ($10.5 million compared to $40 million). This
is due in large part to a Medicaid rate increase of near
ly 50 percent in FY97.

Aberdeen Area Office cost center to a 29 percent
reduction in the Albuquerque Area Office cost center.
While it would seem that Areas with a high rate of
tribal operations would have been reduced in size,
this has only happened sometimes. For example, the
Alaska Area Office was reduced by 33 percent, but
the Oklahoma Area Office grew by 36 percent.

Net Gains in Programs By Type of Tribe
100
80

"E

60

rf.

40

~

[§J IHS Direct
[§J Tribally

Operated

20

Community
Based

Despite the movement of approximately $48
million in tribal shares from IHS Headquarters and
Area Offices to tribal operations, the overall expendi
tures at IHS Headquarters and Area Offices remained
relatively constant over the 5 year period from FY93
to FY97. Within the Areas, however, there has been
much variation. For example, among Areas with pre
dominantly IHS direct service, the change in expen
ditures has ranged from a 44 percent growth in the

IHS Per Capita Appropriations
Adjusted for Inflation 1993-1998
$1,450
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Clinical
Services

Auxiliary
Services

Prevention

Programs
Source: Health Director Survey

SURVEY RESULTS
Changes in Services and Facilities
In the past three years there have been more
gains than losses in programs in every type of service
and in every type of tribe. If one takes the
number of new and expanded programs
and subtracts the number of programs
eliminated or significantly reduced, the net
gain is substantial. When the net gain is
divided by the number of tribes in the
study, the results indicate that among IHS
Per capita
direct service tribes 38 percent have more
appropriation
community-based programs, 86 percent
Percapita
appropriation
have more clinical services, 19 percent have
(Inflellon edjusted)
more auxiliary services, and 66 percent
have more prevention programs.
The gains are even more impressive
for Tribally-operated health care systems.
Of these tribes, 50 percent have more com
munity-based programs, 100 percent have

Tribal Perspectives on Indian Self-Determination
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at least one new clinical service, 34 percent have more
auxiliary services, and 100 percent have at least one
new prevention program with 68 percent having
more than one additional prevention program.

pacting tribes in the study, 49 new facilities were
added and 12 facilities were closed for a net gain of 37
facilities. Because some tribes built more than one
new facility, the gains actually affected about 44 per
cent of the tribes in the study.

Percent of Tribes Adding New Programs
by Type of Tribe
100 , - - - - - - - 74
80 + - - - - - - = = 
"E 60 +-_--'=---_

~

~

Net Gains in Facilities by Type Tribe

--,

50,-----------------,

79

D IHS Direct
II Contracting

40+---r'
20

• Compacting

40

5i

44

~------------

30

---

~

Ql

a. 20 ------_.---.---

0+-_....1=--"-'-'-_

f------

10 - - - - - - - - 

Source: Health Director Survey

o +-_ _.......IF"-"'."'"'"""'·/5::..=',.,,1J.....L_
...
_----l
IHS Direct

Percent of Tribes Elimating Programs
by Type of Tribe
40
35

Source: Health Director Survey

.,...---~---------------,

Tribes with New Facilities

30

80,------------------,

"E 25

~
III

70

20
a. 15

C 60
~ 50 + - - - - - - 
~ 40 + - - - - - - 

10 4-----4'·..· ··:
5 +----/,:;;.

o

--l

Tribally
Operated

··,a, ,,1--

+-_.J.a;;~£:L

30

__

IHS Direct

Contracting

Compacting

20 +----1.'..,
10 +----I·'v

o +-----I~---I-IHS Direct

Source: Health Director Survey

Contracting

Compacting

Source: Health Director Survey

Top 10 Programs Added by Type of Tribe
Program
Eye, Ear, Nose, Throat
Women's Health
Mental Health
Increased Staffing
Dental
Administration
Prevention
Alcohol Treatment
Contract Health Services
Diabetes Care

IHS Direct
14%
19%
14%
0% .
10%
5%
5%
5%
10%
29%

Tribally-Operated
30%
28%
26%
26%
24%
22%
20%
20%
18%
12%

Source: Health Director SUNey

The contrast between Tribally-operated pro
grams and IHS programs is even more striking when
one considers facilities. For contracting and com

and Self-Governance in Health Care Management

IHS direct service tribes, on the other hand,
did not experience these same gains in facilities. For
the IHS direct service tribes in the study, there were 9
new facilities and 8 closed facilities for a net gain of
one facility. For the 21 IHS direct service tribes in
this study, this indicates only 5 percent of the tribes
in this category experienced a gain. There was a net
loss of one ambulatory care facility, suggesting that
about 5 percent of the IHS direct service tribes expe
rienced a net loss in outpatient facilities.
About 20 percent of the tribes participating
in the study reported closing facilities. Less than half
the facilities were closed due to funding shortages.
Page5~
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Other reasons were underuilization, staff shortages
and lack of support services. About 30 percent of the
closed facilities were replaced with newer facilities.
Health centers account for 57 percent of the facilities
built since 1993 for tribes in this study.
Of course, these are averages and not every
tribe fits this profile. Those that close programs for
financial reasons may not be adding programs.
Clearly, some tribes feel that their services and facili
ties have suffered due to a combination of problems.
Most tribes in the study, even those that have seen
dramatic improvements, feel that there are many
more health care improvements needed and that this
requires greater funding by Congress.
This study suggests that in the era of self
determination and self-governance there are more
tribes experiencing improved health care than those
with deteriorating health care. Furthermore, there
are more winners than losers in every type of tribe:
IHS direct service tribes, contracting tribes and com
pacting tribes. What is most remarkable is that these
gains have happened in an era when the federal bud
get has not kept pace with inflation and there has
been governmental downsizing. One can only imag
ine the possibilities if funding were at least to keep
pace with rising costs.

Management Changes and Challenges

As tribes take over management ofhealth pro
grams under p.L. 93-638 contracts, they appear anx
ious to make changes in management to increase
income from third party sources and to create effi
ciencies by acquiring new computers and re-organiz
ing services. Data from this study suggest that initial
ly tribes are more likely to use a shotgun approach,
trying several different strategies to achieve manage
ment objectives. However, as they get more experi
ence they learn what works best for them and they
keep the most effective approaches and abandon the
other strategies. At first, contracting tribes increase
their administrative staffing to improve such areas as
quality assurance, purchasing and planning. Later
they may see a need to streamline their administra

BllPage6

tion staffing. After 3 years of contracting, when they
become eligible for compacting, their management
systems are largely in place. Thus, compacting tribes
are making fewer management changes and using
fewer strategies to achieve their objectives than are the
contracting tribes, despite the fact that compacting
allows tribes more flexibility in management. Tribes
appear to have made most of their innovations and
changes by the time they are eligible to compact.
Another pattern that emerges from the
information in this study is that tribes are more like
ly to use income from economic enterprises to sup
port health care services and to build new facilities
when tribes are operating the health care programs
under contract or compact. It is not clear whether
tribes with successful economic enterprises are more
likely to be contracting or compacting health pro
grams than tribes with a more limited economic
base and less management experience. One of the
more surprising findings is that IHS funding for
new or expanded facilities appears to benefit com
pacting tribes more than either IHS direct service
tribes or contracting tribes.

Percentage of Health Care BUdget
fromnon-IHS Sources

-r------------------...,

35
30 + - - - - - - - - - - - - - 
_ 25 + - - - - - - - - - - - - - 
55 20 + - - - - - - - 
E 15 + - - - - - - - - 
If 10+---
5+---
0+---
IHS Direct

Contracting

Compacting

Source: Health Director Survey

Tribes report fewer problems recruiting
health care professionals than the IHS direct ser
vice programs. This may be because tribes have
more recruiting strategies available to them than
does the federal government. There appears to be
little difference in retention of health care profes
sionals between IHS direct service tribes and trib
ally-operated programs.

Tribal Perspectives on Indian Self-Determination
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Percentage of Tribes Reporting Problems Recruiting

Impact on Quality of Care

This is the first large scale study that
specifically asks tribal leaders and health
IHS Direct
Tribally- Operated
directors about their perceptions of the qual
Physicians
67%
75%
Midlevel Practitioners
25%
40%
ity of care in the health systems that serve
Dentists
67%
50%
their tribes. Since elected tribal leaders and
Registered Nurses
25%
18%
Public Health Nurses
. 14%
health directors often make key decisions
50%
Pharmacists
50%
33%
related to health care services for their tribes,
Source: Health Director Survey
their perspective on the quality of care deliv
ered to their community members is very
About 4 percent of the tribes in the study
important, and is often a key factor in the
that have assumed management of programs have
tribe's decision whether to remain under IHS direct
later turned them back to the federal government.
services or to enter into contracts or compacts to
In the rare instances in which this has happened,
manage their own health care services. The quality
the reasons are usually related to regulations,
of care questions were developed to gather informa
insufficient budgets or geographic issues rather
tion on the overall quality of care from the perspec
than inability to manage the programs.
tive of tribal leaders and health directors, and to ask
for their qualitative comments on a number of indi
cators of quality. These answers
Quality of Care by Type of
were compared for the different
types of health care delivery systems
Health Care Delivery System
present in Indian country (IHS
All Areas Except Alaska (N=82)
direct,
contracting, and compact
100
1';;1 Better
ing).
Recruitment Problems by Type of Health Care Professional

-r-------------------,

C 75

III No Change

Q)

e
Q)

a..

III Worse

50 +--,."..---"Ioi:t---
25

8

o
IHS Direct

Contract

0

Compact

Source: Tribal Leader Survey

Overall Quality of Care Since 1993
by Type OF Health Care Delivery System (N=69)
100
75

-r------......;...-......;...----------,
+--------f,;i,iU----

1';;1 Better

c

III No Change

~ 50
a..
Q)

III Worse

25

o
IHS Direct

Contract

Compact

Source: Health Directory Survey
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From the tribal perspective,
the study found that the majority of
the tribal leaders and health direc
tors who responded believe that the
quality of care is getting "better" in
Indian health. Specifically, 57 per
cent of tribal leaders and 84 percent
of tribal health directors thought
that the quality of care has gotten
"better" over the past 3-4 years.
Tribal leaders and health
directors from compacting tribes
more commonly responded that
the quality of care is getting "bet
ter", compared to tribal leaders and
health directors from IHS direct
service and contracting tribes. Of
the compacting tribal leaders who
responded, 92 percent outside
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Alaska and 68 percent in Alaska rated the quality of
care as "better" over the past 3-4 years, which
exceeds the percentages of contracting tribal lead
ers (59 and 50 percent, respectively) and IHS direct
service tribal leaders (38 to 50 percent, respective
ly). And while 19 - 22 percent of tribal leaders of
IHS direct services tribes and contracting tribes
outside of Alaska thought that the quality of care
had changed for the worse, none of the compacting
tribal leaders had this response. Similarly, in the
health director survey, 95 percent of compacting
and 93 percent of contracting health directors rated
the overall quality of health care as "better", com
pared to only 62 percent of IHS direct tribal health
directors.

and many of the clinics serving these tribes were
accredited or in the process of being accredited. The
only limitation on accreditation seemed to be a lack
of resources as the most common response. In addi
tion, 49 to 79 percent of the facilities represented
measured the specific quality indicators listed. About
two thirds of the respondents thought that their data
was accurate or mostly accurate.
The tribal leaders and health directors in this
sample had a high lev~l of involvement in the
Quality Assurance (QA) activities of the health facil
ities serving their tribes. The majority (63 percent)
of the tribal leaders were aware of summaries of
health care quality from the facilities that serve their
tribe, and 60 percent of health directors reported
that elected tribal officials were involved in QA activ
meso Of note, the highest level of awareness of
health care summaries was found with tribal leaders
from contracting tribes in all areas except Alaska (73
percent), and with tribal leaders from compacting
tribes in Alaska (81 percent).

The tribal leaders responded that specific
indicators of quality listed in the survey (waiting
times, types of services, number of people served, and
overall health care system) were "better"over the past
3-4 years. Compacting tribal leaders again rated the
quality indicators as "better" more commonly than
leaders of other types of tribes. For example, 86 per
cent of tribal leaders representing compacting tribes
rated the indicator waiting time as "better", com
pared to only 19 percent of the tribal leaders repre
senting IHS direct service tribes, and 41 percent of
the tribal leaders representing contracting tribes.

Therefore, from the perspective of tribal lead
ers and health directors in this survey, the quality of
care, as defined overall and by a number of indicators,
is getting better in Indian health. And tribal leaders
representing tribally managed programs more com
monly rated the quality of care as "better." Very few
of the respondents rated the quality of care as
"worse", and they tended to be mostly from IHS
direct service tribes. These data contradict the asser
tions of various authors in the litera
ture who claim that the reorganiza
tion and move towards tribally man
aged health programs has led to a
decline in the quality of care.

The tribal leaders and health directors in this
sample represented health programs that were well
equipped to measure quality, since all of the hospitals

Waiting Time by Type of
Health Care Delivery System
All Areas execpt Alaska (n=83)
100

"T""""-----------------,
86

75

~
~

[] Better
lifjj

50

No Change

• Worse

Q)

a.. 25
0+-...........
IHS Direct
Source: Tribal Leader Survey
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Contract

Compact

Opportunities and Barriers
Opportunities are the incen
tives that encourage tribes to move in
one direction or another. Barriers are
they discourage
disincentives tribes from moving in a direction.
Public policies contain a mix of
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incentives and disincentives that help to
shape tribal decisions about contracting and
compacting health services. A driving force
in decision-making about health care man
agement, particularly for compacting tribes,
is the opportunity to exercise tribal sover
eignty and control.
Tribal leaders of tribes in the study
with IHS direct services explained the rea
sons for this choice in terms of barriers to
other choices: no other option, historical
circumstances, too little funding to con-

Tribes Citing Political Reasons for
Choice of Health Care Systems
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T"""""--------------------,
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IHS Direct

Contracting

Compacting

Source: Tribal Leader Survey
I.

tract, staffing limited locally, ineligible to compact.
Only 4 of the 69 tribal leaders in this group cited
opportunities, including the exercise of tribal sover
eignty and federal responsibility. This suggests that
if some of the barriers were reduced or eliminated,
many of these tribes might make different decisions.
The tribal leaders of compacting tribes sound
ed much more pro-active in their decision making.
These tribes chose compacting to take advantage of
opportunities, including flexibility in the management
of programs, improving quality of care and maximizing
funding. The reason given most often for compacting
was the exercise of tribal sovereignty, cited by 53 per
cent of the tribal leaders of compacting tribes outside
Alaska and 31 percent in Alaska.

---l

health corporations to exercise more control at the
local level through contracting.
According to the health director survey, the
lack of Indian Self-Determination (ISD) contract
support funding was regarded as a barrier to con
tracting or compacting for 27 percent of the IHS
direct service tribes, 28 percent of contracting
tribes and 11 percent of compacting tribes.
In general, Area Offices are facilitating the
transition to tribal management of health care. Most
of the 12 IHS Area Offices were regarded by a major
ity of tribes in the Area as encouraging or neutral
toward contracting and compacting; however, 2 of
the Area Offices were perceived as discouraging com
pacting. In 5 of the 12 Areas, more than half the
tribes said they were never consulted prior to the Area
Office negotiating with other tribes in the Area. In
only 4 Areas did any tribe say it was always consulted
prior to negotiations with other tribes, and in those

Contracting appears to be a middle ground,
with both opportunities and barriers. Many of the
contracting tribal leaders, particularly from
California, felt that their choices were limited
by historic circumstances and small size. Other
Lack of Contract Support Funding As a
contracting tribes felt that contracting provided
Barrier to Contracting and Compacting
more tribal control, the opportunity to gain
management experience and build tribal capac
30
ity. Since federal regulations require tribes to
contract for 3 years before compacting, it is
C 20
Q)
2
likely that many of these tribes will move into
~ 10
compacts after they have gained the requisite
experience. But the trend is not always toward
o +--_....IiiooO
compacting: some tribal leaders from Alaska
Contracting Compacting
IHS Direct
expressed a desire to wi thdraw from the
Source: Health Director Survey
statewide compact and the regional non-profit
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Areas the percentage of tribes with this response was
below one-third. Information provided by Area
Offices always or sometimes meets the needs of tribes
for making decisions regarding health care delivery.
In 7 of the 12 Areas, half or more of the tribes par
ticipating in the study thought the Area Office was
too big. In only one Area was the Area Office regard
ed as too small.

ities and that the method of health care delivery for
their tribe respects their tribal sovereignty. In gener
al, the compacting tribes are more satisfied than
other types of tribes, while contracting tribes are the
least satisfied.

Tribal leaders make a number of recommenda
tions for changes that are needed at the federal, state
and tribal levels to facilitate greater tribal sovereignty in
the health care delivery system. Tribal leaders said that
Future of Contracting and Compacting
the federal government should respect, recognize and
About half the tribes expect changes in
support tribal sovereignty. They suggest that a step in
their health care delivery systems in the next five
the right direction would be if the federal government
years. They predict a shift to more contracting
treated tribes like states for reimbursements under
and compacting. The projections based on tribal
Medicaid, certifications, and eligibility for grants and
leader responses suggest that the IHS direct ser
other sources of funding. They requested more tribal
vice will go from 25 percent of the tribes to 6 per
control and more flexibility in regulations and program
cent in the next five years. With about 95 percent
requirements. Tribal leaders suggested passing laws to
of the tribes managing their own health care sys
protect tribal sovereignty. Stopping block grants to
tems, more than half the tribes will be doing so
states is another way to protect tribal sovereignty. Tribal
under annual funding agreements (AFAs).
leaders also requested broader consultation with the
federal government, and they want
representation on advisory commit
tees formed by the federal govern
Trends in Health Care Management
ment.
60%
56%
Compacting

50%
45%

40%

38%

~~----t------ Contracting

30%

30%
20%

25%
IHS Direct

10%

6%

0%
Now

Five Years

Tribal Sovereignty: Assessment and
Recommendations
Most of the tribal leaders participating in this
study are "somewhat" or "mostly" satisfied that the
federal government is fulfilling its treaty responsibil-Page 10

Tribes want Congress to pro
vide adequate funding, increased
funding and/or full funding for the
IHS. They cited the need for more
funding for specific programs, includ
ing Contract Health Services and pre
vention programs. They want fund
ing for facilities construction and con
tract support costs. Several tribal lead
ers expressed concerns about equity in
funding between tribes.

Tribal leaders also suggested changes in the
management and organization of the IHS. They stat
ed that they want to see the recommendations of the
Indian Health Design Team implemented at both the
Headquarters and the Area levels. The compacting
tribes want a more timely distribution of funding
under their annual funding agreements (AFAs). Tribes
want improved services and increased employment of
Tribal Perspectives on Indian Self-Determination
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"To What Exent is the Federal Government FUlfilling its Treaty
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Alaska Natives and American Indians. Some of the
employment-related changes they recommended
include reducing educational requirements for employ
ment and reducing salaries paid to administrators.
Many of the tribal leaders in the study called
on states to recognize tribal sovereignty, support tribal
rights, and develop a government-to-government rela
tionship with tribes. Tribal leaders felt that states
should do a better job of consultation and communi
cation with tribes. They had several suggestions for
carrying out this recommendation. Some felt that
states that have not already done so should develop a
long term process for consultation, such as an Indian
Commission. Others stated that treating each tribe as
a sovereign nation means d~termining each tribe's pro
tocol and using those avenues for communication, pol
icy review, and legislative collaboration. With either
method, tribal leaders felt that states should be sharing
more information with tribal leaders and working with
tribes to develop state laws and regulations.

for health care. They want states to give tribes a fair
share of federal block grants and other federal funding.
They would like to see more contracting with tribes to
manage state health programs for tribal members. One
change that is needed to facilitate greater tribal partici
pation in state grant programs is the elimination of
matching requirements, since tribes may not have the
resources necessary to meet the requirements, and thus
tribal members are precluded from enjoying benefits
available to other citizens.
Another area identified for change is the coor
dination of services between states and tribes. This
includes the coordination between state agencies and
tribes to meet the needs of reservation populations
that are eligible for state services. Tribal leaders sug
gested that memoranda of agreement (MOAs) would
be useful in this process, as well as devising methods
to share services. Several tribal leaders said that states
could help tribes to access services at lower costs, for
example by letting tribes use the state-negotiated rates
for purchasing health care services.

State budgets were another area where tribal
leaders think that changes should be made. They are
seeking state funding to supplement federal funding

Tribal leaders said that there needs to be educa
tion for federal and state officials and employees on trib-

and Self-Governance in Health Care Management
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al sovereignty, Indian health care, Indian issues, cultural
differences between tribes, and related topics. They also
suggested that there was a need to improve federal/trib
al/state communications.
Tribal leaders who participated in this study
had many suggestions for changes at the tribal level
that would allow tribes to more fully exercise their
sovereignty. These responses offer insight as to what
the tribes can do locally to improve their situation.
The leading suggestion was to acquire more
training and technical assistance for tribal leaders and
tribal employees, particularly in the areas of health care
management, health care needs, delivery systems and
quality assurance. They also saw a need for training in
treaties and Indian law, including the Indian Self
Determination Act and current changes in laws and
regulations. Another area identified for training was
the budget process. One tribal leader thought that
training on traditional healing and cultural practices
for non-Native employees and others was needed.
Tribal leaders recommended changes in tribal
planning and evaluation activities. They said that
there was a need to analyze and document program
effectiveness. There was a need for strategic planning
and to assess the costs and benefits of alternatives.
Many tribal leaders identified a need for
changes in attitudes and values. They said it was
important to assert tribal sovereignty, to insist on
being treated as a government. They saw a need for
more focus on prevention, empowerment and indi
vidual responsibility. Tribal leaders felt they should
act as role models. And, they identified the need for
more of a customer-service orientation in the deliv
ery of services.
Cooperation among tribes was also suggested.
Such cooperation includes, among other ideas, the
formation of statewide organizations to provide a
strong unified voice at the State level.

~Page
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CONCLUSIONS
This study has provided the opportunity to
survey a broad cross-section of tribal leaders and
health directors from every Area of the IHS and every
type of health care delivery system. In combination
with financial analysis, the information obtained pro
vides a quantitative and qualitative assessment of the
impacts of self-determination contracting and self
governance compacting on the system of health care
services for American Indians and Alaska Natives. It
is significant because it offers a tribal perspective on
the changes that have occurred in the past 3-4 years
in which tribal self-governance demonstration pro
jects have become part of the landscape of health care
in Indian Country. Evidence presented in this study
suggests the following conclusions:

II Population growth and inflation have
reduced the purchasing power of
Congressional appropriations for Indian
health. Despite slight increases in actual
Congressional appropriations, there has been
an 18 percent decline in the adjusted per
capita expenditures, or purchasing power, of
IHS dollars from FY 1993 to FY 1998. This
reduction is affecting all types of tribes in all
Areas of the IHS. A significant increase in
Medicaid rates provided some relief during
the period of this study.

II The health of American Indian and Alaska

Native people has improved at the same
time that there has been a growth in tribal
management of programs. Numerous indi
cators show that the health status ofAmerican
Indian and Alaska Native people has
improved, and there is no direct evidence that
tribal management has caused a decline in the
health status of American Indians and Alaska
Natives. In fact, tribal management has led to
many improvements in the health systems
Tribal Perspectives on Indian Self-Determination
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that serve these communities, and many of
these improvements are illustrated in the
results of this study.

~MJlI.IlJI"

"worse" were more commonly from IHS
direct service tribes.

lfI Tribes do not have more difficulty than

II On average, every type of tribe - IHS direct
service, contracting, and compacting - has
achieved a higher level of health care since
the self-governance demonstration project
began. Tribally-managed programs have an
even better track record than IHS direct ser
vice programs in the addition of new services
and facilities. Clearly, some tribes feel that
their services and facilities have suffered due
to a combination of problems, including
population growth, inflation, and unfunded
mandatories. Most tribes in the study, even
those that have seen dramatic improvements,
feel that there are many more health care ser
vices needed and that this requires greater
funding by Congress.

!I When tribes assume control of health

care, they give a high priority to preven
tion programs. When tribally-operated
programs have had the opportunity to add
or expand services, prevention has been the
leading area for expansion. When forced to
eliminate programs, IHS direct service was
more likely than tribally-operated programs
to eliminate prevention services.

lIlI Tribes more com'monly perceive an
improvement in the quality of care
when they manage their own health
care systems. Tribal leaders and tribal
health directors in this study more com
monly rated the quality of care over the
last 3 - 4 years as "better", especially if
they represented compacting tribes. In
addition, the tribal leaders and health
directors that rated the quality of care as
and Self-Governance in Health Care Management

the IHS in recruiting and retaining
health care professionals. Recruitment
and retention of health professionals is a
problem for all parts of the Indian health
system, due in large part to location of
health facilities in remote, rural areas.
Tribes report fewer problems recruiting
health care professionals than the IHS
direct service programs. There appears to
be little difference in retention of health
care professionals between IHS direct ser
vice tribes and tribally-operated programs.

lIi The motivation for compacting is not just
increased funding. When tribal leaders were
asked the reasons they chose their form of
health care management, a majority of lead
ers of compacting tribes cited tribal sover
eignty and local control. Other reasons
included management flexibility to meet the
needs of tribal members and the opportunity
to improve the quality of care. Only 7 per
cent cited maximizing funding.

•

As the federal system of Indian health care
changes, integration of services is occw
ring through tribally-controlled organiza
tions. While tribes want more local control,
many tribes are improving efficiency by
entering into multi-tribal agreements for pur
chasing and delivering services. Multi-tribal
agreements are expected to increase in the
next five years, according to the tribal leaders.

Page 13
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•

•

•

Self-governance compacting is not hurting
most other tribes. While many tribes in this
study said that they were hurting from lack of
adequate federal funding, few reported that
they were hurting as a result of other tribes
compacting. The direct negative conse
quences that were reported were the loss of
discretionary funds to cover budget shortfalls
at the end of the year and the shift of some
responsibilities to the Service Unit level.
Overall, most of the tribes that were not com
pacting reported improvements in servICes,
management, and quality of care.

Resources for IHS direct services have
remained constant or grown as tribes
assume management of their health care
system. In every Area where tribally-oper
ated programs have expanded, direct IHS
expenditures have either grown or remained
constant, except the Portland and California
Areas where almost all services are tribally
operated. The financial analysis in this study
does not provide any support for the notion
that resources are being moved from IHS
direct service tribes (or Areas with mostly
IHS direct service) to tribally-operated pro
grams (or Areas with mostly tribally-operat
ed programs).

The overall expenditures at IHS
Headquarters and Area Offices have
remained relatively constant from FY93
to FY97. Area Offices have responded in
different ways to the pressures to downsize
and reallocate resources to field health pro
grams. Some Areas with a large proportion
of resources in Title III agreements (like
Alaska and Portland) have dramatically
reduced the resources expended for the Area
Office. So have some Area Offices with no
Title III agreements
(Tucson and

-Page 14

Albuquerque). Several Area Offices with
large direct IHS components have increased
federal expenditures for the Area Office
(Aberdeen and Navajo).

•

The federal government could do more to
assure tribes that self-determination con
tracting and self-governance compacting
will not lead to termination. Many tribal
leaders who participated in this study would
feel more comfortable about the future if
there were changes at the federal level to pro
tect their sovereignty. They types of changes
suggested include laws, funding approaches,
flexibility in regulations, increased consulta
tion, and more training in Indian law for
Congress and federal employees.

•

The federal policy of self-determination
contracting and self-governance compact
ing is working, but it could be improved.
Overall, self-determination is working in
that tribes that have chosen to manage their
health care programs are very successful.
However, a significant number of leaders of
IHS direct service and contracting tribes felt
that they had no choice, or that their choic
es were more limited than the law provides.
Furthermore, the lack of Indian Self
Determination (ISD) contract support
funding is preventing some tribes from exer
cising their options.

•

The trend toward increased self-determi
nation contracting and self-governance
compacting will make the Indian health
system look different in five years. If
tribes make the changes they predict in this
study, the Indian health system will have 6
percent of tribes receiving IHS direct ser
vices, 38 percent of tribes contracting, and

Tribal Perspectives on Indian Self-Determination
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56 percent compacting. While these projec
tions are based on the definitions used in
this study, the indication by tribes is clear
that they plan to manage more of their
health care delivery systems.

•

More research is needed on the effects of
tribal management on Indian health.
Follow up studies are needed to more fully
explore some of the issues identified in this
report. It is important to continue the work
begun by the Baseline Measures Workgroup
to further define ways of measuring quality of
care indicators so that data may be aggregated
nationally, by region and/or by type of tribe
for purposes of monitoring trends and com
paring performance. While the financial
information presented in this report provides
a quantitative assessment of the impacts of
contracting and compacting, the picture will
certainly continue to change and it is neces
sary to monitor those changes. The changes
in the system predicted by the tribal leaders
should be monitored in the context of
changes in federal policies that affect barriers
and opportunities.

• More training and technical
assistance to help tribes acquire and
maintain management expertise;
and
• Changing attitudes in those few IHS
Area Offices where tribes perceive
that compacting is discouraged.

© 1998 National Indian Health Board

If the federal government wants to encour
age tribal management, policies could be
changed to remove barriers and increase
opportunities. According to the findings of
this study, these could include:

• Full funding for both direct and
indirect costs for tribal management
of health services;
• Remove limits on the number of
compacting tribes;
• More training available locally to
provide entry for tribal members
into health careers;
and Self-Governance in Health Care Management
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Abstract

1

~ Purpose:
,

~

J

It has been 25 years since the federal policy of Indian self-determination was first
conceptualized in the form that was ultimately enacted into Public Law 93-638, the
Indian Self-Detemrination and Education Assistance Act, in 1975. Through both self
detemrination contracting and self-governance compacting, tribes have options to
transfer tribal shares of Area Offices and Headquarters Offices of the Indian Health
Service (mS) to local tribally-operated health programs. This project provides an
assessment of the impacts of tribal control of health care delivery systems.
1-::':'1
1

-

I

--

L2.J Methods: .
__

__

-

I

This study explores the impacts of tribal control of health care delivery systems from a
tribal perspective and gathers evidence to assess the impacts. A survey of tribes was
the most critical element of this study, since it provided the tribal perspectives
necessary to accomplish the goal of the study: evaluating the impacts of tribal choices
in health care. This report includes a financial analysis, as well as an assessment of the
changes in the services and facilities, management changes and challenges, and the
imp~ct~ o_~ qtJality of care.

I ~ Results: I
The project report is organized into four volumes. Volume 1 is the executive summary.
Volume 2 is the narrative report. Volume 3 contains the supporting data. Volume 4 is a
compilation of volumes 1, 2, and 3. The study also looks at the opportunities and
barriers to contracting and compacting, the issue of tribal sovereignty, future trends
and recommendations
from tribal leaders.
-- - - --

~

-------

-

-~

I ~ Conclusion: I
1__ __
This study has provided the opportunity to survey a broad cross-section oftlibal
leaders and health directors from every Area of the IHS and every type of health care
delivery system. In combination with financial analysis, the information obtained
provides a quantitative and qualitative assessment of the impacts of self-deternrination
contracting and self-governance compacting on the system of health care services for
American Indians and Alaska I\atives. It is significant because it offers a tribal
perspective on the changes that have occurred in the past 3-4 years in which tribal self
governance demonstration projects have become part of the landscape of the health
care in Indian Country.

DATABASE DISCLAIMER:
The infon11ation, data, and statements contained in the NHRD do not imply endorsement
or recommendation by the U.S. Government; the Indian Health Service, the University of
New Mexico or any other component of these organizations. All health-related resources
in the database are provided for information purposes only. Advice and opinions on
treatment or care of an individual patient should be obtained through consultation with a
health professional.
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